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and those between grcups more variable as infectious diseases are
brought urder ccntrol. .Variations between socioeconomic groups are
the compound result of a number of factors. Some of the most
important ars: exposure to the causes of chronic diseases, access to
and use of medlcal =°IV1C°S, personal health behavior, and individual
resistance. The last is a physiological state that itself is the
consequence of ar intsrplay of environmental experlences, genetic
endowment, and health behavior? Some effort is ‘made to interpret the
mortality statics. presented in terms of these contrikuting factors. A
useful overall perspective is gained from summaries of the pattern of
changes in major causes of death across all ages. (Author/AH)
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Morbidity and Mortality in American Blacks

Maureen Herniderson and Linda Cowan
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Epidemiology is baéed on thé theory that .disease is not a
chance occurrence and variations between groups with high and low
ratgs of_diseése, or petwéen diseased and nonediseéséd individualé,
are the result of different experiences, or different responses to
similar experiences.- o -

Successful inveéfigations depend upon the degree of homogeneity
achieved within, and the range of variation between groups chosen
for coméarison;, Epidemiologists looking for envirgnmental céuses
of disease need groups with low and high rates of disease or' exposure
to etiologic factors, but composed of individuals with uniformly high
and low'rates.' ,

Comparison grouﬁéiéfgfestaﬁlished by one of two stféﬁegies: the
identification of comparable ecologic ﬁnits, or the identification
of individuaié'witﬁ similar qharacjeristics.‘ The second provides .
better homogeneity but takes mofé‘time, effort, and money. Histori-
cally, this cost has been contained by use of vital records and
routinely collected disease notifications. These documents, because
they were désigned for othqrmpurpgses, record a limifed number of
observations that can be used for analytic studies. Chronological
age has always been the single most useful charactgristic to classify
huma; beings into groups with relatiﬁel& homogeneous "within" but
very different "between" group death rates. éex became more useful

for this purpose as infectious diseases were brought under control.
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Its discriminatory value may Be redu&ed, nowever, aé differences in
male and female occupational/enbironmental exposures are reduced.

Life expectation of citizens living and working in different
environments has been studied since the late eighteen hundreds.
Cehsus records of income, education, and housing have beén used as
variables for the necessary socloeconomic classifications.

The capacity to examine the mbrtality experiences of fen in
different occupations developed as epidemiologic interest focused
on Eﬁdqstrial hazards. 1In Britain, where the class system formalized

-

life style and limited occupational opportunities, the readily

available death certificate statement of occupation was used to con- |
struct social (1ife style) classes. These proved to be éufficiently
homogeneous in disease experieﬁce to be accepted as. a vaiuéﬁie tool
in the investigation of disease. The tool increased ingalge as dif-

- ~ - - - \-.
ferent life styles became more or less associated with env1ronmentQ%\\ “

f

‘hazards, means for control of environmental hazards, and successful -
‘treatment of manifest disease. | ) ~
This country did not institutionalize social structure and social

roles in the British feudal formé%. Consequently, it has become more

and more diffi.ult to find indicators which identify population groups

with relatively homogeneous social-environmental experiences.

DuBois made the point that skin color was a readily accessible

general indicator of socioecoﬁomié status in Philadelphia. (1) ‘He
went on to suppori his thesis that Black and white residénts vere
similap when the two races had similar life styles- - ’

The association between skin cclor and living conditions has

-

been sufficiently étrong throughout the years to make skin_color the

-2
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most feadilyAavailable general indicator of low socioécdnomic living
conditions. Its value for this purpose will be reduced as iiving
conditions of Blacks and whites become more similar. In this context,
it will presumably follow the=péthwéy of "education." "Number of
years of education" was a useful measure to separate aduits of all
ages into groups with different socioeconomic backgrounds. It has
become of extremely limited'value in studies of young adults whosé
educetionsl experiences have been much more standardized.

The middle class exodﬁs from the center of industrial cities in
the 1960's has increased the similarity of the envirdnments of Black
and white city residents. It can be postulated that skin color will
be of less and‘lesé value as a variable to classify urban dwellers
into different socioeconomic groups. Some evidence to support this
proposal'appears in Table 1. Using the 1970 census data, large
eastern seaboard cities were rankéd by degree of similarity of the
occupations of their Black and whitevresidehts. —Age%adjusted death
ratés (in ten year intervals)’were calculated for the working age' o
.. population (15 - 64 years) in each city.* The Black and white death o

rates_became more similar as the occupational distributions became

.

more similar.

R
\\;\—\
S TABLE 1
‘.. Black , .z . ’ ' Gl - Y~
Ratio gr——o Agé-Adjusted Death Rates (15-64 Years), 1970
CITIES ' RATIO
Birmingham, Charlotte, Charleston 2.17
New Orleans, Richmond, Atlanta ‘ 2.05

Baltimore, Philadelphia, New York 1.94

..3..



This .paper uses comparisens to identify improvements in mortality
and morbidity experiences over time, to identify new environmental
hazards, and to emphasize the,§otential for improvement. The com-
perisons are presented in the full belief that racial variations are
fundamentally socioeconomic variations. ) ,

: Efforts have also been made to identify areas of mortality and/or
morbidify where available data suggest an inter-action between énviron-
ment and Llack identification. These are aécompéhied'by descriptions
of the types of information needed to interpret these phenomena and
of actions ﬁecessaiy to reduce the added disease burden among Blacks.

In general, death rates within socioeconomic groups became more
alike end those between groups more variable as infectious diseases
were'brought under control. Variations between socioeconomic groups

| are the compound-result of a number of factors. Some of the most
important are: exposure to the causes of chronic diseases, access to
and use of medical services, personal health behavior, and individual

" resistence. The last is a physiologic state that itself is the cehse-
quence of an intefplay of environmental experiences, genetic endowment

i

and health behavior. Some effort has been made to interpret the mor-

——
—_—

tality statistics presented in ferms of these contribqfing factors.

Table 2 summarizes the improvement in death rates durin; this
century. It emphasizes the dramatlc improvement in survival of
chlldren and the decreas:.nfr galns from adolescence to old age. The
’ btatlstlcs reflect the control of acute infectious diseases whlch

~

victimized infants and children and the 1mproved care ff pregnant

women and newbSrns. The greatest impact is on age groups with the

Highest rates of infection and on maternal and newborn complications.

_ly-
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This relative impact is illustrated in Table 3 which shows the ratios.
of Black and vhite age-specific death rates in 1900‘and 1979.

’ The fall in the r;tio describes relatively more improvement in
Blacks under the age of lS)and over the age cf 75. The inéreaseé
ratios reflect more white than Biack improvement between the ages of
25 and T4. i

The gain due to infectious disease control accelerated in the

1940's and 1950's with the discovery and marketing of anti-microbial

drugs. The 1ast twenty*yea§s have seen the'émergence of chronic diseaées

as major killers and evidence of 1nab¢lluy to continue to maké major

improvements in llfe expectancy " The greater rate of improvement in

those mos?t v1ct1mlzed by 1nfectlous dlseases contlnued up to the

s

stablllzatlon of control of pulmonary tuberculosls mortallty in the
late nineteen fifties. T
, -

Figure 1 shows similar_tren@§;in death rates in both races from

the late fifties to the late sixties. The last‘ﬁen-yéars\§aw ar. increase

followed by a relatively more rapid decrease in the Black é;gth\pate.

~

. ~
If environment determines variations in death rates, it does so

-

either by causing differences in the incidence of fatal diseases or

by mediating alterations ih survival. T
It is relatively easy to apply available knowledge‘and technology
A within the framework of diagnostic and treatmént services, but much
‘more difficult to apply tﬁém.%ithin the context of health educaticn

and behavior change in order to reduce the incidence of disease.

—n

Given differences in social class and, therefore, in Black and white~ ‘

death rates, it is assumed that they will be most rapidly reduced

when deaths are due to variations in medical care rather than the

incidence of disease. _ Xy




A standard of reference was souéht to pin-point disease specific
death rates with promise of rapid improvement through the application
of medical services. It was assuned that the white population in
the state with the highest per capita income in 1970 would have the
best m°dlCdl care and the lowest death rates attainable through its
general use. Connectlcut had the highest per capita income. (2)

" In making comparisons, more difference, between U.S. Black and
Connecticut white popufation death rates, than between U.S. Black and
U.S. white death rates, has been accepted as eyvidence that socioeconomic
variations exist among whites. To the extent the variations are

. caused by medical care, they offer potentiai ppportunities for fapid‘
improvement in Black rates. - -
Comparisons between natlonal Black and whlte death rates and
;‘h_betueen national Black and Connectlcut white death rates were made
for the four age groups, O through i years, 5 through 44 years, hs5
through T4 years, and 75 years and over. - ’

‘ In rev1ew1ng relatlve death rate ratios it has been assumed that
two to three fold Black-white differences 13ent1fy diseases where )
improvements are most likely to ﬁe possible. Whenever_there is an

B additional Black-Connecticut white death rate ratip-%ncrément, it
has been assumed to magnify the potential. ‘ '
Table U4 shows the leadlng causes of death in the first five
. years of life in 1960 and 1970. A majority of deaths in Black chlldren
are associated with the reactions of newborns to both conditions sur-
rounding birth and to infection. Infants of both races made similar

| prematurity death rate improvements in the decade. The calculated

relative risks show that Connecticut whites had a slight advantage -

o . . . 6-




cver both Blacks and the rest of the‘whites in the Uaited States.
Deaths assigned to "other diseases of early infancy" and to’

"pirth injury" are also closely dépendent on newborn stamina.’ These

" causes separately and together showed, less improvement in the Blacks."

In 1970 tﬁere were two-fold differences between U.S. Blacks\and whites

and almost three-fold dlfferences between U.S. Blacks and Connecticut

whites. These ratios suggest that a relatively small but real 1mprove-

use of appropriate medical

ment could be made through concenﬁrated efforts to provide optimum

medical management during labor; following delivery, and in the imme-

vdiate post-neonatal period.. Since prematurity and related conditions

o

account fo? a,majority of geaths of Black neonates and contripﬁte in
a large way to overail‘Blaeﬁ/white mortality differences, the subjecf
of infant mortality is explored in more detail later in this paper.
In this age group, 23 per cent of the 1960 end 14 per cent of -
the 1970 deaths were assigned to infections. There was a three and
one-half fold difference in death rates fron infeceions between the
two races throughout tﬁe ten-year pefiod. This three-fold difference’
inereased to an almost seven-fold difference when U.S. Black infants
were compared with Connecticut white infants. These figures suggest
strong potentlal for rapLd\Beductlon in deaths from 1nfluenza and
pneumonia, sepsis of the n born, and other infectious dlseases in

Black newborns. These redfictions could be achieved throughtearly

services and improved opportunities for
maternal care at home. '
’ / -
Although the remaining listed causes of childhood deaths each

accounted for relatively few deaths in terms of the total, some chaﬂges

are worth notice. There was a large relative increase in reported

e
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deaths frcm discases of the heart amohg Black children.  Greatest
» ;;;}-1,“- -"; v . ) ‘ L . . /
proportional increases were in reparts of heart disease associated

with murmurs and reports of non- specific acute cardiac damage. This’

- Dl
- -

~ observation together with the lower rélative risk in comparison with

»

care. d

Connecticut suggests that diagnosis and management of heart disease
per se is probably not the major reason for the change.. It is assumed
that both improved survival of small infants and improved neonatal

S

diaonosis made contributions. %

Although rates OI accidental death 1ncreased across the board,
they increased more rapidly in Black children and the magnitucde of
the difference between comparisons with Connecticut and U.S. whites‘
suggests that rapid inrcads can be made. The emphasis here must

again be on improved maternal care and immediate* access to medical

»
Q

-

Death rates from cancer decreased in white children but remained
the same for Black children. The improved white experience Was con-
centrated among deaths from leukemia and lymphoma. éhildren of both
races had essentially the same experience w1th all other cancers.

It is worth passing note that 60 per cent of white and 30 per cent

of Black cancer deaths in this age group are assigned to leukemia

and lymphoma. This is one instance where access to medical care

and diagnostic facilities can be both an advantage and a disadvantage.
There are two components to lower death rates, a lower incidence of
disease and/or better treatment. While Blacks may have aglower
incidence in cancer from lack of exposure to* X-rays and pharmaceutical

products, the more rapid decrease in the white death rates is probably

explained by a postponement of death through treatment Connecticut
(44
SRV
-8~
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~cirrhosis of the liver and suicide as conditions associated with per-

»

whites have an added advantage which can be assumed to be due to some

extent to the availabi;ity of high quality medical care.

Data for the leading causes of death in the 5 to 4l year olds
are shown in Table 5. This group includes yoﬁng Black aduits whose
relative experience has deterlorated in the last decade. In both

1960 and 1970 half their deaths were attributed to heart disease,’

" < homicide, accidents and cancer. -

< .
To facilitate discussion of causes of mortality in this age

. ) 2
group, the specific causes listed in Table 5 were grouped into disease

categories which are presented in Table 6. Diseases of the heart

and, cerebrovascular lésions, both associated with high blood pressure,,
make uphthe&first.category; Accidents and homicide are grouped with

o

sonal and social ‘behavier. The remaining major causes of death fall

] 1nto the 1nfectlous dlsease category. It is important to note that

although overall rates of death in thls age group are low, they are

of particular concern because they occur at the peak of an individual's
. . o7 . “’
earning capacity and because a majority are avoidable. .

Rates of heart disease and cerebrovascular deaths were reduced

1n both _races, with heart dlsease rates falling moré rapidly in whites. .

<

The relatlve death rate ratio for cardiovascular dlseases was 2.3 in

‘1960, 2.6 in 1970 and 2.9 compared with Connecticut. This sequence

. suggests that medical care could provide a small but immediate benefit

among Blacks. Current knowledge suggests this benefit would be mediated

through the control of high. blood pressure. //”////

e
-

All four behaVLor associated causoq increaééd between 1960 and

“

1970, and three out.of the four increased more rap%dly in Blacks. The

increased death rate from accidents was essentially due to a rise in
. 11
> =9- .

o -
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deaths from, automoblle acc;dents Whlch irtfcrcased by 50 per cent in
Blacks. Death rates from 01rrhos1s more than doubled, and thosé
from homicide nearly doubled. As a consequence, the death rate frOm

soc1al d1sorders 1ncreased in Blacks from 1 in 2, OOO to 1 1n 1, 000.

1Pcreased from 1.6 in 1960 to 2. 3 in 1970 whlle there ‘Wwas a threef
fold difference between U. S Blacks,and Connccticut whltes in 1970.
,Thld comparlson suggests that 1mmed1ate attention should be dlrected

toward control of these/partlcular d1seases in Blacks. Homicide has

than U.S. whltes 1n both 1960 and 1970 and a flfteen~fold hlgher

irate than 1970 Connectlcut whites. Hom1c1de w1]l also be d1scussed '

. in more detail -ldter., T e / .

The death rate ratio comparison shows the steepest,gradient for

?

infectious diseases. The rate of death from infectious diseases was

~

four times higher in Blacks in 1960; three and one-half times higher -
in,1970" and almost six times. higher than Connecticut whites in 1970.

The contributing diseases are influenza and pneumonia, tuberculosis)
e

—— and syphllls Prompt use of approprlate medical services can 11m1t

deaths from all these causes. ~ Consideration must, of couése, be,
’ \
iven to such co- morbld condltlons as alcoholism and drug addlction
’ §
that affect dec1slons to use avallable services as well as t availa-

‘*bllI%y and accessability of services,

] A retlew ¢of changes in cancer death rates hew that most of.

the. dlfferences between Blacks and whltes is explained by a slo er

rate of 1mprovement in rate of death from cancer of the cbrv1x a d

a more rapid increage in death rates from cancer of the lung, Th
T N

T e
S Y

~10-

the hlghest relative rlsk with a n;ne ~fold higher rate in U.S. Blacks |

Relatlve risk of death among Blacks from the four social dlseases .

5 P
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_ former can be easily remedied by use of appropriate medical services,
the latter is amenable to control only through modification of

cigarcette smoking habits. .
g .

. Table 7 illustrates the changes in death rates for ages 45 through

T4 years. During the .past decade this age group has shown greatest.
evidence of an increased incidence of chronic diseases. There was

both a Black and white increase in death rates for cirrhosis, cancer,
N -

chronic obstructive lung disease and homicide. A more rapid increase

¥
,

-

; in Black cancer death rates was explaine£ by rapidly rising rates
; from lung cancer, breast cancer, and leukemia. 1In addition, Blacks

showed an increase in gastro-intestinal cancer death rates, while

-

vwhnites showed a decrease, and 1mprovements in death rates for cancer
of the cerv1x were markedly lower in Blacks. The llmlced impact of

- any and all medical treatment on iung cancer, breast cancer, leukemia,

and gastro- 1ntest1na1 cancers leads to the assumptlon that thls age
group has had. a real increase in incidence of cancer of these par-

ticular sites. This isswe 1s explored in more detail later in the

text. ‘The only immediate action available to reduce the Black .cancer

J
death rate would be increased use of medical services for control of

cancer of the cervix and 1n;ense efforts to reduce the habit of ciga-

IR
e

- rette smoklng. -

Mention was made earlier of the bellef that homicide and cirrhosis
deaths are due largely to social and behavioral determinants. It
would befreasonable to add chronic obstructive'lung disease to this
group of diseases because a majérity of .cases are associated with

cigarrete smoking. Although it is,increasing in frequency as a cause

S11- ‘ :

15 K




of middle and old age deaths in both races, chronic obstructive lung
disease. is one example of a diserder in which there seems to be a
worse impact of environmental factorg on whites than Blacks.

In this age group, death rates for diaeetes mellitus, accidents,
and heart disease increased in Blacks but decreased in whites during
the decade. Adulf diabetes deaths can be moderated by personal
health care directed to diet and hygiene and by medical supervieion.
Intervention to reduce accidental deaths, the majority of which are
due to méﬁgf vehicles, should be focused on alteration of 5ehavior of
both drivers and pedestrians. .

-

. The overall rates for heart disease deaths in Blacks summarize two
trends: a more rapid increase in atherosclerotic heart disease, an&
a slower fall in hypertensive heart disease deaths. To the best of
mecical knowledge, the formef is associated with changes in 1life style,
particularly with changes in diet and smoking habits. The latter is
associated with medical management or. lack of medical maﬁagement of
elevated blood pressure levels and is open to 1mmed1ate action.
Atherosclerotlc heart dlseaue, however, is less easy to attack because
it requires modification of behav1or. .
The relative risk of'Black; when cempared with Connecticut is
higher than that compared with U.S. whites for heart Eisease, cancer,
cerebrovascular disease, iqf%penze and pneumonia, diabetes and nephritis.
The .differences in the two ratios are, however, relatively small..
Connecticut wnites show,smell advantages over the entire U,S white popﬁ-
lation for the majority of the diseases in question. Taking into

account the absolute rates of death and the 1970 relative risks, the

greatest immediate impact should lie in a determined effort to control

high blood pressure levels to prevent cerebrovascular lesions and

14
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hypertensive heart disease, and in programs of health education and
medical care to reduce death rates from diabetes mellitus, influenza,

-

_ preumonia and tuberculosis. An attack on health "behavior" should
follow.

For some years there has been interest in reported lower death
rates in Blacks over the age of 75 years. Two questions must always
be considered. First, to what extent is age misclassified through

- lack of specific birth records, and second, toxwhat extent hae

selective survival constructed'an unusual older cohort., ‘ o
The last decade has seem’a.closer approximation of the terminal

experience of Blacks -and whites lending credence to the bélief that

selective survival has affected vitalvstqéistics'(Table 8). It is

of interest to note that Blacks age 75 and over heve rates more simi-

lar to Connectlcut than~to U S. whites (i.e., their experience is -

more like that of the white populatlon with the better mortaiity‘_

—~———

-

experlence) i

In 1970, rates were approx1mately the same for diabetes, twice

as high for nephrltls, andsalmost two and a. half times as "high for

tuberculosis. For nephrltls and tuberculos1s the relatlve risk was
greater in the Connecticut comparlson suggestlng that these particular

problems would, .in part, yield to an intensive program of care and

»

educatlon.

, During the ten years in questlon, death rates among Blacks from

heart dlsease, cerebrovascular les1ons, cancer, diabetes, accldents

and chronic obstructive lung disease drew closer to those of the white

k2

- race as the reSﬁlt of more rapid increases in cancer, dlabetes, and

et 7
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chronic %ronchitis and slower rates of reduction in deaths from
cerebrovascular lesions, accidents, and cirrhosis. 1In addition, there
was an increase in deaths from heart disease compared with & decrease
for wnites, this increase being confined to atheroscierotic heart

disease.

- Cross-sectional views of death rates at any point in time give
a distorted impression if major env1ronmental changes have had dlf-

ferential effects on the sequential birth cohorts included in‘the

g
"

analysis. There have indeed been a number of major modificatidéns in
disease experience in the past 40 years, some of which are known to
be, and others presumed to be, the result of changes in environment.

First there has been a reduction in the perinatal mortality rate,

which has cnanged the composi tion of ad”IEEEEHt“ﬁnd young adult cohorts.
The second. modific;tion, control of acute, 1nfectious diseases_J

°has had two or three different effects. First, it has changed the

composition of the adolescent and young adult population. Secondi&,

it has changed the 1mmune status and the immunological experience of

chiidren, adolescents and young adults. The.fuii impact- of this B

change has yet to be.recognized,:although the consequences on the

manifestations of one or two diséases like poliomyelitis and hepatitis

~

have been documented An impact on chronic diseasés has also'been
'suggested by studies of multiple scleros1s in migrants, but the extent

of the effect on diseases such ‘as cancer and cirrhosis of the, liver i

has yet to.be 1nvest1gated. The relationship between enteric infections

in. childhood and atherosclerosis, and between childhood respiratory

b )

,1nfections and chronlc lung diseace are other avenues forT exploration.

4

In addition, the true nature of chronic renal dissase has not been

olarified and the extent to which it is a consequence ‘of infection

,*'f,'»lr’ U

-
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or lack of early infection has yet to be explored.
Control of acute infections and later of chronic infections
has had.the greatest effect on those with the highest rates of disease.

Eradication, however, has taken longer in these same groups. As a

consequence, the remnants of infectious disease were still in existence

~when chronic diseases began to emerge. For a period of time, people

living in the most disadvantaged environmental circumstances wvere
- '

living in double Jjeopardy.
Many so-called chronic diseases are éssociated with iife styles
. . ‘L
that reflect increases in disposable income. Automgbiles, “alcohol,

cigarettes, diets high in fat, and refined sugars are for sale.

Their increased availability in centrél cities and social%y restricted

_environments was bound to magnify the rate of increase in deaths

S

associated with their use. Chronic diséases are beliéved to develop
in‘gdqlescence and young adult life. Medical services have becoﬁe
readily avgilablo £or children but are'not yet readily available to
and/or frequently used by adolescents and young adults., Serviceés

should be provided for this age group to limit the progress of these

*

chronlc diseases. ‘ ' L . *";;
The extent to which these énvirohmental changes have éhéhgéd and

are changing the disease experlences of consecutlve birth cohorts

must be carefully observed and conclus;ons taken into cons1deratlon

P . -
L 2
-~

in planning for disease control.

-

A uséfu1”0verall perspective is gained from summaries of the pattern

1pf'changes in major(cauSes of death across all ages.

f 1% -
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Infectious Diseases.

The past ten years haqe.seen a more rapid white than Black
:eduction in dea:‘hs from infections in infancy and childhood. There
is every reason to believe that remaining racial differences could be‘
rapidly’reduced by appropriate use of medical services. For example,
one of the earliest and most marked effects of the National Maternal
and Infant Care Program has been a reduction in post-neonatal deaths,
many being deaths from infectionslx'

Adult deaths from infection fall into two major categories;
deaths from influenza and pneumonla and deaths from "other 1nfect10ns.
The “latter group 1nciades tubercu1051s, syphilis, and menlngltls,
‘but ‘the majority of deaths are from tubercu1051s. Many deaths from
ppeumo nia and influenza can be vrevented by prompt and approprlate
medlcal management. This is particularly true in young adults free
”‘from[other dleabllng diseases. As the frequency of cardiovascular
diseases, alcoholism, and diabetes mellitus increase, personal health
behav1or 1nterferes more and more with the ability to prevent deaths
~from 1nfc0tﬁpn. MOSb of the excess Black deaths from infection at
ages 5 to 44 years are assigned bO influenza and pneumonia. It is
'reasonable to believe that the effect of thls socioeconomic gap could
be reduced verv quickly in thls age group by prompt and appropriate
medical attention. There should also be potential‘to close the gap
in deaths from tuberculosis in tpie age'group in ;pite of differences
in incidence. '

The increasing frequehcy of vascular disease, alcoholism, and

diabetes as co-morbid conditions reguces the ability to lower death
0!
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from tuberculosis and‘from pneunmoniz and influenza in later years.
Hevertheless, the high relative risk in comparison with whites and 1
the even greater relative risk in Blacks as compared with the Connecticut%
white rates suggest that serious efforts to imp”ove medical management
would pay some dividends at ages 45 through Th.

The relatively high proportion of Blacks at risk of death from
tuterculosis in this age group is a time-limited phenomenon. The
baseline of infected individuals which determines the ropulation ' -
at risk of pulmonary tuberculosis and deaths assigned to tuoerculos1s

has completely changed in the past twenty years. Higher death rates

_currently associated with poor economic conditions at ages 45 onward

at older ages in the immediate future. While the most senior Black

i
:

are likely to disappear within a generation. This does not mean that

more intensive medical care should not be directed to tuberculosis

age groun shoved glightly more improvement (24 per cent) than their
vhite counterpafts (18 per cent) in death rates. from influenza and

pneumonia and death rates from nephritis, they showed less improvement

in. death rates from tuberculosis.

Sccial and Behavioral Disease. | - . S

—

A number of common diseases are associated with social behavior

1

and personal habits. Accidents, cirrhosis of the liver, homicide,

= ,

suicide, chronic obstructive .lung diseese, and lung cancer are among

. .

them. The last decade has seen overall increases in rates of death

z

from cirrhosis, suicide, motor vehicle accidents, homicide, and chronic

g

obstructive lung disease. Table 9 shows that motor vehicle accidents

increased in botﬁ races at all ages except 75 years and over and that

the increase was breatcr for Blacks of all ages. The rate of homicide

"ncrc&sed in Placks across the board and in whitesat al] ages under

. | a7 16
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75 years. In terms of total deaths from homicide there was a relatively
greater increase in Blacks. Death from cirrhosis of the liver increased
more rapidly in Blacks between the ages of 5 and 75 years. Black
rates of suicide increased between the ages of 5 and 44 years and
. decreased from the age of 45 yeérs onward. However, whether the rates
were increasing or decreasing, the Black rate has moved closer to the
orignially higher white rate. 1In addition Black rates approached
higher white rates for the t;o other diseases associated here with
social behavior, chronic obstructive lung disease, and lung cancer.
Because of the nine to fifteen-fold difference in homicide death /
rates between Biacks and whites of different social classes, some
partlcular attention should be pald to homicide and means for its
control. The social environment of the sixties provoked and provided
an opportunity for unusual rates Qf increase in Black hom1c1de_death$.
Furthermore, differences in Black and white homicide rates appear to
be much greater than expected from soeial biass variation alone.
Table iO shows homicide death rates by age and race for males in”
Baltimore City, in 1970. The rate in Black males, age 20 to u was
three per 2 000.,. a rate 5 times that in white males of the same age.‘ '
TABLE 10 ’ \ ' - T
~ Homicide ‘Death Rates’per 100,000 by Age and Race -

5

\
Balf;more City Males, 1970

a_ - Age in Years

Race - . Under 20 20-1] I5-64 65 and over
Black ., 28.6 154.6 669 - 19.2
-White 5.6 29.7 22.7 25.8
io: Black “ * -
Ratio: White 5.1 5.2 . 2.9 ) 0.7 ]




A revieu of both Baltimore Qity‘and available national data
suggest that the differences in;the Black/white relative risks at
older and younger ages reflect a cohort effect. If this interpre-
tation is true, the rate in older adults will increase as»the present
generation grews older. If the white males retain’ approx 1mately the
same rates, Black rates at ages 45 to 64 will rise to 1.5 per 1,000
and rates at 65 and over will gradually increase to 1.3 per 1,000.

Gnns were used in 75 per cent of homicide deaths in males, ages
20 to 44, The death rates from homicide are sc high that these per-
centages mean thatuone in every thousand younglblack males is shot
each year. The use of guns is certainly amenable to socia;ycontrol

and the threat of a cohort effect should emphasize the need to reconsider

i
=,

present gun sanctions. . .

Cancer.
—— o

i -

Very few cancers can be cured by treatment. Death rates from
cancer of the cervix can be ;educed and those from leukemla 1n children

can be modified by medical management. In these two s1tes, medical,
B

K

care could do much to bring Black and white death rates closer together.

Table 11 illustrates the changes in cancer mortality over time. The

data shown'in Table 12 confirm suspicions that much ,of the relative

i‘

increase in the Black rates of death from cancer are due to increases

e = 3T -~ PR

o —

in thc 1nc1dence of éancer 1n some major organ s1tes where medical

caré has 11m1ted impact con surv1val , ;.

a

As mentioned in the narrative description of Black mortality
. . : . ' L
data, infant mortality and cardio vascular diseases warraﬁt much more

/ ;
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Infant Mortality and Prematurity.

. Tigure 2 shows a relative dmprovement in ﬁlack’post—neonatal
death rates in the latter.parE of the decade. It coincided with
"widespread implementafion’of the Nationai Maternal and Infant Care
Proéram which concentrated its efforts on infants at high risk pf
perinatal and post-neobnatal mortality. '

The relative gain was achieved by greater reductions in death

rates from infectious diseases and ill-defined conditions. There
was no parallel improvement in rates from accidents, congenital
malformations and the remaining variety of causes. These trends are

emphasized by changes in relative risk of cause .specific deaths

“u

between 1963 and 1969 (Table 13). The impact is essentially one of
maternal use of available pediatric services. The observatlon that
maternal and infant care programs have not had the same impact onﬁwb%ﬂmﬁ@{
Blac& neonatal death rates 1is not surprlslng 51nce .the maJorlty of
deaths in the flrst month of llfe are ﬁore cloeely associa%Ed W1ﬁﬁ'
- the viaE}lity of newborn 1nfants than w1th Lnelr domestlc and medical

environments. This does not mean, however, that ex1st1ng excess Black

" neonatal deaths could not be reduced by Judlclous attention to the
factors contributing to éném. Neonatal death rates showed no meanlng-’
ful chanﬂes in death between 1963 and 1969. Available analysis of
natlonal data collected to descrlbe the experience of the 1963 blrth ;
cohqrt was used to investigate reasons for slow 1mprovement in the
overall neonatal death rate. The 1963 analysis'was acceptable because
the relationshié betﬁeen Black and white death rates for the major
causes of neonatal deaths did not change between 1963 and 1969.

-20- | S
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"deaths were in full-size babies. in 1963

Graven in Wisconsin reported that 75 per cent of neonatal déaths'in:

" than less important over time.
’ Black dcath rates in full term infants and reasons for the b1rth

" still contribute sufficient numbers of deaths to affect the overall

’4 000 grams at b1rth in 1963 and thelr Black/white relative risks are

Although Black infants have had consistently lower birthweights,
Table 14 shows thub blrthuelﬂnt alone does not explain thelr mortality
experience. They survive better than uhlte 1nfants at all welights .
velow 3,000 grams. However, their relative survival deterlorates
at higher weights (i.e., in "full term" not.in "premature“"infants).m

Approximately 38 per ‘cent of Black and 44 per cent of white neonatal

The introduction of intensive neonatal care nurseries has had a
decided impact on the survival of infants with birthweights between
l,OOO and 2,500 grams. Their introduction has resulted in an increased

]

overall proportion of neonatal deaths occurring in'ful; term infants.
a large group of hospltals associated with an 1ntens1ve care program
were in infants weighing 2,500 grams or more at birth. (3) The hlgher

Black death rate in heavy habiesfis, therefore, becoming more rather

¥
i
H

-

The two questions to investigate, therefore, are causes of higher
of exceSs numbers of small 1nfants who, in spite of better surv1val,

neonatal rates.

The leading causes of neonatal death in infants weighihg 3,000 to

shown in Table 15. Excess Black risks are concentrated among infec~

tions and ill-defined condltlons. Excess deaths occur between the

8th and .28th day after delivery. (4)
>
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»

These observations suggest that émphasis should be placed on
maternal education for infant ca}e with .particular directionsﬂaboup

the prompt use of pediatric services for all infant ailments. The

»

need for pediatric services accessalle and available to all mothers

of newborns goes without saying.  However, in the absence of intensive

education about their use, their provision has had limited benefit to

k8 \ - - - ;
»_ h

data.
The major variables assoc}ated with birthweight distribution
are pregnancy ofdey, maternal height and weight, and maternal cigarette

smoking habits.. In second or later pregnancies, the outcome of the

most recenﬁfpregnancy is impbffent. One illustration is that the
proportion of infants under 2, 501 grams born to all Black pfe—natal_
P reglstranus Ln the University of Maryland Hospltal oetween 1962 and

1967 vias. 17 per cent among women who smoked and 11. 4 per cent among

women who did not smoke durlng pregnancy. When the same women were
classified by their weight and height, the proportlons of "low weight
to 7.6

infants ranged frpm 19.8 among the rélatiyely underweigh%,
In fact, maternal biological

)

characteristics show such consistent relationships to infant birth-

14

among the relatively heavy women.
/ .

///weight it is diffidult to detect.an_impact of pre-natal care on the

birth weight distribution. (6) o,

Recognition of the 1mportance of maternal phy51que in determina-

tion of infant birth weight led to a. detailed analy51s of thls relation—

ship in teenage mothers whose 1nfants, as a group, have extraordinarily
high neonatal and post-neonatal death rates’ ‘

There are many more Black than white %eenave pregnancies, par-

tlcularly early tecnage pregnanc1es and the rate is anrea51ng more
I:t i :
Q. ' 22~ « .
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rapidly innélacks. The consequences’of‘teenage pregnancy and delivery

are, therefore, of particular eoncern. An analysis of pfegnanéy )

outcomes in young Black primiparae showed no additional adverse

effects of cigarette smoking on birth weight but an exaggerated effect”

of low maternal weight relative to height. (Figure 3) Girls under

15 years of age who were relatively underweight at conception had a

ﬁajor increase in births of very sma}l infants. - Table 16 shows an’ ///\

analysis of the gestational age of these‘habies. ~The results suggest

an increased proportion of infants both under,36 weeks of age and

under 2,500 grams in weight. .(7) These infants'face the dual hazards

which accompany immaturity and small size for gestational age. ‘ ,
The” problem of ill- adv1sed teenage pregnancy is best attacked

through sex and contraceptlve educatlon, famlly planning, and judicious

use of abortlon facilities. Girls should be counselled and taught

to postpone pregnancy until phy51ca11y and phy51olog¢cally mature.

It is 1mportant to note that the foreg01nrr analyses. show that maternal
physical maturlty more than chronologlcal age appears to be the a
factor associated with the health of newborns and that biological
maturity rather than age should tfigéer admission to programs for

counselling and service. -

. Cardlovascular Iaseases

\.

. Although social class dlfferences in cardlovascular mortality
have been repeatedly confirmed in this country, racial di{fenences
have continued to outweigh them. There is good evidence to believe

v
that environmental factors associated with the development of high

Y . =23~
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hlood pressure hawe more impact on Blacks than whvtes, vwith a par-
ticular llfe style being a factor in the 1nteractlon. There is equally
good evldence that the llfe style of the white population has led to
atherosclerosis. An increase ianlach atherosclerotic heart disease
rates has now appeared when rates in,whites are beginning to fall.

.‘ v

f
1mproved control of high Hlood pressure and the initial 1mpact of

reductlons 1n smoking hablts. The fact that Blacks lag behlnd whites
in blood pressure control is emphasized by a slower rate of 1mprove-

ment in deaths from %erebrovascular leslons and hypertenslve neart ”;
dlsease. Morbidity from hypertenslon and strokes show gimilar raclal

patterns as mortality. This observation is general throughout the

countrys but Baitimore,Cityﬁdata have beenr chosen for illustration. ‘ .

The follow-up study of the Chronic Illness Survey iniBaltimore

Clty twenty years agohreported higher all cause death rates in the
lovwer s001oeconomlc groups in both races and both sexes.’ leferences

between socioeconomic classes were, however, less than dlfferences

between racecs. Strokes had marked racial but no social class associa-

“tions. (8) T :

S *

A morbidity survey in Baltimore City in 1966 1968 showed a
hlgher frequency of symptoms of transient cerebral 1schem1a, belleved
to preceed strokes, in lower socioeconomic. groups xn\both races
‘(Table 17). (9) It also showed excess numbers of affected Blacks ’

over the age of. 55 ycars (Figure 4) In the same survey, the proportion /

'of Blacks w1th histories of dlagnosed strokes and hypertenslon was

higher at évery age (Table 18) .




A more recent survey of the total prevalence of treated and un-
treated high blood pressure in the center of Baltimore City showed
statistically significant associations between Black census tract

prevalence rates and measures of socioeconomic status. (10) The

..scattergram shown as Figure 5 illustrates the association between age

and sex adjusted prevalence rates of diastolic blood pressure levels
over 9! mm mercury and individually collected measures‘of completed
years of education. These social class differences in blood pressure
levels among Blacks are believed to be the result of both variations
in incidence and variations in medical care. . B
There is evidence to support the existence of variations in inci-
dence between Blachs and'whites in the'same social classes. The pre~
liminar& data shovm in Table 19 compares age-specific blood pressure
levels in Black and white federal employees who volunteered for a
health screening program. (115 Although_the data have not been adjusted
for occupational status within the aﬂency, or self—selection bias,
acceptance rates were SufflClently high and age specific work Fequire-
ments are sufficiently slmllar, that observed differences are believed

to reflect racial ratherﬂthan concealed socioeconomic variations.

o The current national series of 1nvest1gatlons into the. béneflts

. of early versus later blood pressure management should provide tools

to equalize morbldluy in the absence of changes in incidence. (12)

The .very high prevalence rates, however, and the prospect of thirty

s

V to forty Jears wof pharmaceut1cal management emphaslze the urgent need

for studies to 1dentlfy those part1cu1ar features of Black life style

that pred1spose to rises in blood pressure in early adult life. The

results of prellmlnary investigations into the relationshlps between

-

JaL - 2,/1 .
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the stress of social incoqgruity(]3) and changing sozial responsi-
bilities (1%#) and the results of comparative epidemiologic studies of
the.effectsﬁbf dietgry sodium and calcium intakes (15,16),hsuggest
these are Qromising areas for{more expensive exploration.

In additien to a higher ﬁrevaiehce of elevated blood pressure
and its complications, particularly stroke, there is fairly st?ong
circumstantial evidence that hypertensive diseases have more rapid
natgxal histories in Blaeks, bifferences between Black and white
aduit populations increase from prevalence (fwoféid) (17,18) through
morbidity (threefold dr more) (17,19) to mortality (sevenféld‘”(ZO).

Attention has been drawn to the rapidly 1ncreas1n§/Black death’
rate from atherosclerotlc heart dlsease The ea{}y ev1dence suggests

—

that the increased death rate is the consequence of both an increas-

—

1ng rate of new disease and an unusually hlgh fatallty ass001ated

with acute events.

The hlgher incidence of the dlsease is attributed to more heavy
01garette smoklno and 1ncreased iise of hzgh fat dlets. In spite
of hlgher rates of obeslty, Blacks have prev1ously had lower levels
'of blood cholesterol. Some evidence that differences in Black and

white blood cholesterol levels are disappearing comes from the

_preliminary results of cardiovascular screening in the group of .

federal employees prev1ously mentioned (Table 20). (21) Age-specific
blood cholesterol levels age v1rtually the same in both races in this
more or less m1dd1e~c1asskpppulatlon.

Dats from several sources support the idea that there is cqptinued

increase i» cigarette smogiﬁg among Bilacks while this habit is fal;i
-~ o ¢ ?

ing off, at least in whiée.ﬁiddie aged males. (22) The smoking
//

habits of the same é}oup of federal employees reflect these trends4

A
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‘this preventive care.’

(Table él). (23)

An analysis of the records of all patients -ith confirmed
myocardial infarction admitted to the University of Maryland

Hospital since 1960 shows a steady inerease in the number of afflicted

/Bléék patients. It is believed that the increase reflects more

than changes in the population at risk of admission and/or admission
policies. In addition, the findings of Shapiro, et al sugg;ét

that case-falality rates are higher in Blacks who suffer myocardial

infarctions. (24)

The extent to which increased death rates from diabetes mellitus
reflect the same changes in Black life style and/or contribute to

the increased rates of incidence and death from atherosclerotic

< -

heart disease is a matter for immediate investigation. However, an

all-out attack on cigarette émoking, eating patteiﬁs, and compliance '

w%th hypotensive therapy éannot be delayed until more 1s known about
the méchanismé'af'diSease. -
) o

£ -

Use of Services

¥

A note of encouragement towards provision of appropriate
education and services for specific health problems comes from
review of the use of both preventive and diagnostic services when

tbere is equal opportunity for access. Tables 22 and 23_show

—
-
-

ﬁeas&res of the use of prengtgl anq postipartum services By young
Black and white registrants in 13 maternal and infant care pr&ject

13

centers. (25) As,evident‘in the tables, Blacks made better use of

.
TS

Table 24 showis rates é% which Blacks and whites in B~ltimore

accepted invitations to attend a special clinic for diagnostic

27 -
2y




examinations. Z26) Some invited’pariicipants had symptoms of transieﬁt
cerebral ischemia énd some had histories of strokes and hypertension.
All were identified gndginterviewéd in a household survey. Morg
_Black females than white accepted whether or.not they had disease,

symptoms or no symptcmé. Black males accepted more often overail, but

there was some variation émong the responses of those with different
numbers of symptoms or different disease histories.

In both projects the invitation, transportation assistance, and

facilitiés were wniformly available to‘all thential'useré.

- -

-
g

Health ' - : ‘ ‘

Recent national measures of ph¥§1cal attributes and limitations
in children and &oung people pxovide room for quiet optimism.‘/gs can
be seen in Fiéure 6 Black children aged 6-11 are ‘as tali/gﬁ/fﬁeir
white peers. (27) The slightly. greateér weight_of BlaCk femalesiin

this age group is probably evidence~of more rapid sexual_ maturation.

There is, houever, a tendency to excess weight in adult Black females.
Slnce adult obesity is assoc1ated w1th obesity 1n childhood, the
problem should be addressed and corrected during childhood.

Evidence of better Black dental H;;IEQ has persisted in spite
of presumed changes in dietary patte{ns. Black children have fewer
carious primaryfénd secondary teeth and the dental advantage continues
into adult'life. These galns are 1llustrated by dlfferences in the

ults of adult dental examlnatlons at the natlonal ‘levél shown~1n

Figure 7. (28) _ _ LT
Although differences are not as marked as those for dental health,

Black chiidren have better measures of hearing at upper and lower fre-

”-'quencies. (29) Théir measures of visual aculity are the same as those

'or white children and slightly better in terms of less impaired

~ ~28- z) U




. distance vision. (30)

Table 25 shows rejection ¥étes of army enlistees in 1971, with
specific causéé for rejection by race. (31) Table 26\§rovides the
same information for army draftees. (32) Although thése data pub;
1ished by the armed services include known as well as unknown
selectibn biases, they do not suggest any excess disabi%ities in
the current Black adolescent and young adult populations.

The;draftees probably provide the better Basis'for'overail
comparison uas they can be presumed to be more representative of
the popﬁlation from ﬁhich they are selected. The results of medical
examination show distinct Black advantages. Black and white enlistees

~are considered to be more alike in:terms of soqioecénomic background.
If_anythi%g, Qlack enlistees are likely to be from better educational
backgrounds than whites. This assumption is based on -general knowledge
of employment opportunities open to young men of bofh races. It is,
howevér, hard to believe that Blaék enlistees as a group have enough
socioeconomic advag@gge Po exbi%in obsérved disability differences

on this ground alone.




TABLE I

Ratio Black Age-Adjusted Death Rates (Age 15-64 Years)

White
Selected Cities, 1970°
‘Cities - Ratio
Birmingham, Charlotte, Charleston 2.17
New Orleans, Richmond, Atlanta . 2.05 -
Baltimore, Philadelphia, New York - 1.94




TABLE 2

Age-Specific Death Rates per 1,000

United States, 1900 and 1970

1 2 Per Cent
Age 1900 1970 Decrease
, 1900-19707
in . ‘ .
Years Black White ~ Black Whiﬁ;A é;ack _/‘Wﬁite.
A1l Ages | 25.0 17.0 9.5 9.4 62.0 447
Under 1| 333.9 159.4 31.8 18.0 | 905 88.7
1 -4 43.5  19.4 " 1.3 0.7 | 97.0 96.4
5-14 | 9.0 3.8 T o5 o | i 895
15 - 2l 11.5 5.7 $ 3.1 1.1 81.7 80.7
25 - 34 12.1 8.-:& 3.8 1.3 | 68.6 ~ .84,0
35 - b 14.8 10.1 6.8 2.7 54,1 y3.3 :
45 - 54 | 2b.3 14.8 13.1 6.6 | 46.1 55.4
55 - 64 ho,1 27.0 26.1 - 15.7 38.0 41.9
65 - T 68.9 56.2 "53.8 35.2 21.9 37.4
75 - 84 120.9 123.3 71.3 | 78.2 41.0 ’/36.6
85 & over | 215.2 262.0 88.6 190.1 58.8 27.4 -

=1Death Registration States included 10 states

i Columbia

g 2Estimated

and the District of




TABLE 3 ' \

Ratio Black Age-Specific Death Rates
White

United States, 1900 and 1970

Age in Years ‘ 1900

1970
Under 1 2.1 1.8
1 -4 2.2 1.9
5 - 14 2.4 1.2
15 - 24 2.0 1.9
25 - 34 1.5 2.9
35 - Il !
45 - 54
55 - 6l
65 - T4
75 - 84

~ 85 & over




e

N

Death Rates per 10,000 by.Cause and Race

TAELE 4 .

Ages O-lI Years

{

o ¥

United States 1960, 19703 Connecticut, 1970

o

I

b3

*

' Year . . o : ’
. . Rate Black U.S. Rate Black U.S.
Cause 1960 § 1970 wmﬁm white c.m.. ‘Rate White Connecti
N
R LA Black White | Black White | 1960 1.970 1970
Prematuriti 33.0  17.6 19.5 10.6 | 1.9 1.8 2.3
Influenza & Pneumonia 16.6 L. 1.2, 32| 3.8 3.5 6.6
Congenital Malformations . 7.9 8.7 7.1 6.6 | 0.9 1.1 1.1
Other memkwmm of Early wwwmbo% 7.5 3.7 ° 3.0° 1.0 2.0 3.0 3.3
Birth Huuz&wf ‘ 6.0 4.8 2.6, 1.2 1.3 2.2 2.4
Sepsis of the Newborn 5.6 1.8. 3.5 1.0 | 3.1 3.5 5.8
Accidents 1.6 1.1 2.1 1.2 1.5 1.8
Motor Vehicle Accidents 1.0 ‘0.9 |- 1.6 1.1 1.1 1.5 3.2
Cancer ) 0.7 1.1 0.7 0.7 | 0.6 1.0+ [ ¥ 1. .
Other Infectious Diseases 0.6 o.w. 0.4 0.2 2.0 2.0 w.0 ) hbm
Diseases of the Heart 0.5 . 0.k 1.1 0.3 | 1.3 3.7 |.. 2.8 \; emum
: - \ ‘/
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TABLE 5

N

\

[

Death Rates per 10,000 by Cause and Race
'Ages 5-LlL Years
United States 1960, 1970; Connecticut, 1970

]

2
H

_ . Year , * , "
" _iRate Black U.S. Rate Black U.S. .
. " |Rate White U.S. Rate White Connecticut
Cause . 1960 1970 .
ﬁ . Black White | Black White | 1960 1970 1970
- Diseases of the Heart 3.8 1.9 3.7 1.5 | 2.0 2.5 ﬂ, 2.9
 Homicide | [ 2.6 0.3 4.6 0.5 | 8.7 9.2 15.3 .
| Cancer 2.5 2.1 2.4 . 1.8 1.2 1.3 . 1.2
~ Accidents 2.4 2.2 3.5 2.9 .| 0.9 1.2
| . . - .
ﬂ . Motor Vehicle Accidents [+ 2.1 2.1 3.2 2.8 [ 1.6 1.1 1.8 -
Cardiovascular Lesions T 1llh 0.4 | 1.2 0.4 3.5 3.0 3.0 . ‘
. * « K.
Influenza and. pneumonia 1.2 0.4 0.9 0.3 3.0 . 3.0 h.s
: - : ! . .
Other Infectious Diseases 0.8 0.1 0.3 o.Oﬁ 8.0 7.5 . 7.5
Cirrhosis 0.6 0.3 1.4 2.4 2.0 3.5 3.5
: ~OF
Suicide Q.4 0.7 0.7 2.9 0.6 0.8 1.0 2=
B ' i
. , | =

’
r
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TABLE 6

Age 5-41 Years

Dea%h Rates per 100,000 by Disease Catagory and Race

United States 1960, 1970 and Connecticut, 1970

=

.Disease Category 1960 1970
Black  White | Black  White
Cardiovascular . 5.2 2.3 k.9 1.9
Social and Behavioral 5.6 3.5° 10.2 k.5
Infectious 2.0 0.5 1.2 0.3
Cancer - 2.5 2.1 2.4 1.8
Déath;Rate Ratios
Disease Black U.S. Black U.S.
Category White U.S. White Comnecticut
1960 - 1970 1970
Cardiovascular 2.3 2.6 2.9
Social and Behavioral 1.6 2.3 3.2
Infectious k.o 3.5 5.0
Cancer 1.2 1.3 1.2
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ABLE 7

Déath Rates me 10,000 by Cause and Race

Ages U5-Th

o

¥

s
4y

United States 1960, 1970; Connecticut, 1970

A

’ ) , M " Year ) . h . ' ;‘
‘ . Rate Black U.S. | Rate Black U.S.
. Cause . /Hmmo . .u Rate White U.,S. mwmﬁm £SM¢m,ooﬁﬁmo¢Hn¢w«
: Black, White | Black White 1960 1970 - ' 1970
—— : — e : -
Diseases of the Heart 92.4  75.4 99«5  76.5 if1.2. 7 1.4 ' 1.6 ﬁ
Cancer  ° 42.0  37.1 51.1  38.9 1.1 1.3 1.L
Cerebrovascular Lesions 38.1 16.0 32.8 12.9 2.1 2.5 2.9 ) s
Influenza and Pneumonia 0.4 7. 4.4 |~ 8.4 3.7 |2.4 2.3 2.9
Diabetes ) T6.T 3.7 8.7 3.5 | 1.8 2.5 3.1 ;
Other Infectious Diseases 5.2 1.6 2.3 0.5 | 3.3 r.m - 8.7
Accidents “ 5.5 3.8 5.5 3.7 |1.2 1.5 F
Motor Vehicle Aceidents | 3.1 2.4 b1 2.7 1.3 1.5 ) wmw )
Nephritis . . 3.6 1.0 2.8 0.7 | 3.6 4.0 A
Cirrhosis 2.8 3.2 5.8° 4.2 |o0.9 1.4 1.2 .
Asthma, mawyﬁwmsm“ o . . . o B
o R e w2 w7 kel e i e me’ em

"y

|

Aruitoxt provided by Eic:
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TABLE 10 .
Homicide Deaths by Age and Race-
' Rates: per 100;000
Baltimore City Males, 1970

- . Black

Age 1in Years Black White White

Under 20 28.6 5.6 5.1

20-44 154.6 29.7 5.2

15-64 66.9 22.7 . 2.9 -

~

65 and over 19.2 25% 8, 0.7 -

P Y
Wy

B
'

o




T . TABLE 11
Age-Adjusted Death Rate per 100,000*% for .Selected Groups
of Cancer Sites by Race

United States, 1940-1970

*¥Adjusted to-1940 population

Cause " Race 1940 1950 1960 | 1970

- , Black 41.8 .8 8. 42,
Digestiye Organs and Peritoneum - Wh?ie 56.1' 33.3 ﬁo.% '35.2
i‘ . . Black 4.3 "10.6 21.1 31;5
f. JResplratory System White 7.5 13.0 19.1 |, 29.3
T Black 9.2 9.7 | 10.9 10,9
; Breast | ynite - 12.0 | 11.7 | 11.8 | 12.5
- . Black - 30,8 | 31.3 28.1 | 23.8
e .. . Genital Oreans | oynape ol 228 .4 19.7 7.0 15.0

, J E - 7_{’ ) . f{;,"rﬁ R ) J,

. | Black 101.5 128.6 139.3 145.5
; All Mallgnant Neoplasms | ynite 121.3 | 124.7 | 124.2 | 127.6




F

TABLE 12
Age-Adjusted Incidence Rates per 100,000* for Selected
Groups of Cancer Sites by Race

United States, 1947 and 1970.

.Group ' Race 1947 |. 1970

L . Lack . 66.0

.Digestive Orgdn§ and Peritoneum? Shggg gg.g 60. 14
N Black | 5.9 9.1 —

~ Esophagus | ynite | L9 | 275

Respiratory System 5%?%2 %g:g ﬁg:g

- Black | 27.0 | .30.9

Breast | ynite | 38.0 29.0

. ' Genital Organs | Black 70.4 6724

R g ;| Wnite | 55.1 b7:5

_ Black |[272.0 292.8

ALl Sites | ynite |333. 269.9

* Adjusted to 1950 population . .

+ (Exclusive of,Esophagﬁs)




T TABLE 13

s -

. *
Relative Rates of Neonatal and Post-Neonatal Death by -

Cause and Race

- United States, 1963 and 1969

All Other Causes

* Rate Black U.S.
Rate White U.S.

2.6

Neonatal -

Cause 1963 ‘ 1969
Prematurity 7*M2.1 2.3
Postnatal Asphyxia ‘

and Atelectasis 1.5 1.8
Il1-defined Conditions 1.5 2.4
Birth Injury 1.2 1.9
Congénital Malformation 0.7 ; o.§ N
A1l Other Causes ’ - 2.1 : l.%

Post-Neonatal
Cause ' o 1963 - "1969
~ <
Influenza and Pneumonia 3.6 ;3.2
Gastritis, Duodenitis, Enteritis
and Colitis, except Diarrhea - .
~of the Newborn 5.9 3.0
Symptoms and Ill-defined Conditions 7.1 3.4
’:9ccidents ' : 2.1 2.0
Congenital Malformations 1.0 1.1
2.6
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TABLE 15 _ S
Major Causes of Neonatal Death by

Race. Birthweight 3000-4000 Grams
Rate per 100,000 Live Births

United States, 1963

. s - Black
. . Ratio White

' Causes of Death

Birthweight in Grams

3001 - 3501 -

3500 4000
Congenital Malformations 0.63 0.95
Birth Injuries 1.57 2.13

Posthatal asphyxia and
atelectasis

1.67

1.77

Pneumonia of the newborn 2.70 3.44
Diarrhea of the ngwbornk 4.96 | 8.73
I11 defined diseases of 1.86 ~ 2.88
; infancy .
~"Re;';;du_al*'*7 conditions ~i| - 2.46 ’ \3: 30

All other

1.29

2.00
\

Per Cent of Deaths Due to Causes Specifiéd

. 3001 - 3500 ~ hod1 - 4500
‘White 87.6" . 895 -
Black 89.0 89.6




TABLE 16
Prematurity and Immaturity' by Age and gtatﬁre
 NIMDB 1959 - 1965

- Black Primigravidas

-,
v

Percéntage less than

B

Percentage less than ' 2501 grams and 36
' 5501 srams > VIeeKs géstation
Medium or " Medium or
Age ~ Small . Large Small - Lgrge
Under 15 26.1 ©11.6 0.8 2.9
15 -19 < 16.8 13.8° . 6.9 © 5.6,
20 - 24 16.0 13.2 5.8 5.1
o5 - 34 o2h. 15.3 4.0 5.2
.
- - - 2

p—
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TABLE 17
Per.Cent of Respondents with Symptoms of Cerebral Ischemia
by Education

~

- Baltimore, Maryland

1966
.//////// IE Education* . . .
o e oAz (3,303)
5 ‘ % , %
’;Eaiﬁtin5  s —i‘ ;5.5 . 4.6 ,
Dizziness 27.0 ; 17.7
Falls = ‘ '14,3 12.5
Losé of Vision ‘ 2.8 1.4
ﬁ'oﬁble Vision - | 655 by
ausea s 20.1 16.0
ifficulty Speaking 2.1 1.5
Difficulty Swallowing | .~ 3.1 - ' 2.8
-7 Numbness - , 26.3
?aralysis 0.9 0.4 -

-

* Low Less than 6 years
High 6 or more years

Source: Mules, Janet, et al. A population survey of symptoms suggestive
of transient’ichemic 3ttacks. Stroke 2: 120, 1971.
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S TABLE 18

Per Qgp? of Respondents Reporting a History of Stroke
épd/o} Hypertension by Age, Race and Sex*
¢
Bal timore, ,Maryland
1966
. _ Age in Years
Races- . ] ]
Disease Sex 4554 55-64 - 65-T4 75 and over All Age
, (%) (%) (%) (%) )
LowWwM S| LT 1.6 5.0 . 5.8 4.3
‘ 8 WF 1.1 2.6 2.9 o34 2.8
STROKE BM 2.3 | 5.2 | 3.8 4.8 3.7
BF 2.0 3.8 5.3 3.6 | 3.4
. . TOTAL | 1.9 |- 3.7 .. 3.0 . 3.1 3.4
~ " - ~ - ‘ ¥ . < .
WM {1 14.0 23.6 20.8 7.0 - 19.6
. wrF ] 20.1 . 25.0 . ho.4 - 4n,3 T 37.1///
[YPERTENSION BM 23,4 | .26.7 33.8 35.5 " 27.3
, BF 40.9 46.5 | 52.8 4.6 255t -
1 momaL 28.5 |" 32.7_ | .26.6 | 26.5 “..32:2
- B P eie Sl & 5."'”"! -
- /
3 Number'of individuals in each appears in AppendiXx.B ’
q - -
ource; Mules, Janet, et al. A population survey of symptoms suggestive of )
a transient ischemic attacks. Stroke 2: 122, 1971
’ L M
, 49 ,




TAELE 19
Mean Diastolic Blood Pressure Level® //
by Age, Race, and éex_
Soclal Security Adpinistratiqpf"'

Baltimore, Maryland

1969° - 1974
MALE - " FEMALE
AGE IN YEARS |  BLACK WHITE BLACK " WHITE
L Mean s.d. Mean s5.4. Mean s.d. Mean s.d.
20 = 24 | 69.3 0.4 "72.7 10.4 |66.0 10.3 66.8 9.4 ’
25 - 29 70.6 11.5 72.6 10.7 |68.0 25.9 67.4 9.3
300 34 . |75.5 11.7 75.3 10.0 |70.4 11.0 69.2 10.9
35 - 39 80.1 12.8 76.9 10.2 |76.0° 12.1 73.4 10.6
ho - L C{77.8 12.5 79.2 10.8 |78.1 13.6 ke 11.0 ~
45 - 49 83.4 “11.6 80.6 11.5 |79.3 . 13.1  75.4 'iiiz_:g
50 - 54 .- [86.6 12.2 8I.8 11.4 °|82.3 12.3 77.7~1i2
55 - 59 ~|84.5 11.6 82.9 1i.5 |84.4 142 770 11.0
60 - 64 ¢s.0 16.1 82.1 '11..6 82.3 13.0- T8.7 11.9.
»*

Number of individuals in'each will appear‘in Appendix C

Source: Sherwin, R.,et al. Peféonal communication, August, 1974,




Méan Serum Cholesteroi Level®
by Age, Race and:Sex’
Social Securivy Administration

‘ Baltimbre, Maryland

/
/

TABLE 20

1969 -- 1974

| MALE FEMALE
éggﬁém mg/100 ﬁgeag.d. mg/100 ﬁEITE;d. mg/100 m?LAg%d. mg/100 2E?Tz;d.
20 Jol [168.4 304 169.4 30,9 | 182.8 38.0 178.3 37.6
25 - 29 [174.8 38.8 180.2 36.3 | 187.5 411 184.3 37,4
30 - 34 J193.4 39.2  194.1 39.5- | 190.7 ho.5 187.3 36.6
35 - 39 [215.7- 45,0 203.4 %0.9 | 200.0 48.9  201.2 113.4
4o - 44 [212.0 717 2143 43,5 | 208.7 4.1 204.2 . 4.3
45 - 49 [218.3 1% 215.0 | 41.6 | 212.4 46.8 ° 212.8 3812
50 - 54  [220.9 w1 217.6  4o.1 | 223.5 47,3 229.1 45.1
55 - 59 |217.7 48.2 ' 217.1 38.4 | 230.1 53.3 2ho.e 145.3
60 - 64 |221.3" 61.7 219.8 hh3 239.2 “b7.7 252.5 47.5

* Numbe:

Source:

of individuals in each:cell appear in Appendix p

7

L

*Sherwin, R.,et al. Personal communication, August, 1974,




.comparable to those in Appendix C.

+

TABLE 21 "
) Per Cent oercreeneés Smoking! Twenty or More ‘
Cigarettes*per Week b& Age,'ggce‘and~SeX'
Social- Security Aéminisération
Baltimore; Maryland
196§ - 1970 .
|
— :
. MALE FEMALE % )
Age.in Years BLACK " WHITE BLACK WHITE
' (%) (%) (%) (%)
’ -
20-21 43.0 s 5.0 40.0 33{0
25-29 43.0 32.0 4o.0 3%.0
30-34 39.0 "29.0 ‘ 40.0 .30.0
— 35-39 42.0 " 22,09 10.0 27.0 ’
© Bo-4h - 36.0 126.0 42,0 35.0
45-49 46.0 18.0, 46.0 -29.0
50-54 hh.o "15.0 3%.0 ~26.0 :
55-59 33.0 :15.0 | ho.o ) 26.0 Al
. 60-64 14.0 21.0 33.0. 27.0
‘% Number of indiQiduals in each céllxﬁas not available but is




TABLE 22
Median Number of Prenatal Visits ﬁgr

Maternal and Infant Care Program Partieipants*Under 22

"Years of Age, 1969 - 1970 : ’
Age 'in Yedrs

RACE . - _

Under 16 16 - 17 18 - 19 20 - 21
Black 7.8 7.5 7.0 S

‘White: | 8.0 7.3 7.3 ; 6.8 o
R X . ‘:v < B \il\
} . - ..

* Based on 11,458 Black and 4,061 white participants in 13 MIC "centers ..

Source: McDill, Mary S. Can prenatél care al}ter the morbidity of
pregnancy? Presented to The Society for Adolescent Medlclne,
Los Angeles, Callfornla, May 9-11, 1973. s

<




TABLE 23
- --.r’f!"

Per Cent of Maternral and Infant Care Program Participants®

Less than 22gYe4}s of Age Who Made Post-Partum Visits*

y Age and Race, 1969-1970

. *+ AGE IN YEARS
RACE : _ A .
fnder 16 16-17 18-19 20-21
___ Black 71.0 70.0 66.0 62.0
White 57.0 58.0 : 59.0 55.0
‘ : } .

¥. Based on 11,458 Black and 4,061 white registrants in 13 M.I.C. Centers. -

T Within 8 weeks of delivery

S - v’ _ <« .
Source: McDill, Mary S. Can prenatal care alter the morbidity of pregnancy? ~

- . Preserted to The Society for Adolescent Medicine,
— ~ Los Angeles, California, May 9-11, 1973. !
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TABLE 24

Per Cent Accepting Physical Examination

(%

by Race, Sex, and Risk Group¥

 Baltimore » Maryland

= = e - -

1967
‘Male Z Female , '
- Total
Risk Group i
Black White Black Whigte
% % % % . %
isease History
Stroke 73.3 46.7 | 66.7 35.3 | 54.8
Heart Disease 418.6  60.9 | 649 43,8 | sk.5
> High Blood Pressure 52.5 54.2 #6.3 44,8 - 48.1
/!ymptoms of Cérebral Ischenia i
l 1 or more focal 62.5 56.3 53.7  52.6
B 3 or more focal 62.5 hr.7 65.7 65.1
l 2 diffuse hs.7 L6.7 60.6 -50.0
'o Symptor;ms of Cerebral Ischemia 54.0 48.1 L7.2 30.1
o= o 57.4  50.4 56.5 45.8

.

.

-

I Numbers of individuals in each cell appear in Appendix E

‘ource:; Tonascia, Susan.FPersonal communication, August, 1974,
: ' o

534




c " Enlistees, 1971

TABLE 25 °

Cause and Race*

1)

Army Medical Examination Rejection Rate per 1,000 by

Cause _ Black White
Musculoékeletal Defects 17 20
Circul;tory System Diseaées 15 16
Other Specified}Defects 15 15
Eye Diseases and Defects 13 10
Overwelght 13 19
Symptoms and Ill-Defined Defects - 10 "9
_Ear Diseases and Defects .9 13'
Underweight 8 8
Digestive System Diseases 7 12
Congenital Malformations 5 .

. .-Drug Abuse 5 3
Mental Disorders ' o 5 11
Disegées of Skin and Cellular Tissue .&‘ 10
All Causes 140 177

N

*Based on 79,000 examinations of Blacks and 67, OOO examinations of

whit es /

Source: Col.
letter, May, 1973

56

William Faulk, Office of the Surgeon General, personal




' TABLE 26

Army Medical Examination Rejection Rate per 1,000 by

Cause and Rac

g . Draftees, 197

e*

1

Black

White

1

Cause

Musculoskeietal Defects h43 . 69‘
Circulatory System.Dlseases ‘ ,?'3é i 58
Overweight —f 33 - . uly
Ear Disease and Defects 26‘ 25
Other Specified Defects 26 45
Eye Diseases and Defects 21 18
Sympuoms and Ill-Defined Defects . 18 16 )
Mental Disorders 15 - 32
-Drug Abuse 13 “8
Digestivé.System Diseases 11 22
Congenitéi‘Malformations ., 10 19~
Underweight 10 11
Diseases.of Skin and’ Cellular Tissue ) é 20

- 286 41y

All Causes

* Based on 67,000 examinations of Blacks and 171,000 examinatlons

of whites .

e

Source:
1etter, May, 1973.

7

-

e

Col. William Faulk, Office of the Surgeon General, peroonal

—

—
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riQuUnRLcE 2

"NEONATAL AND POST NEOMATAL DEATH RATES
BY COLOR, PER 1,000 LIVE BIRTHS
UNITED STATES 1340-1970
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RATES PER 1,000 LIVE BIRTHS
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PREMATURITY RATES BY MOTHER'S AGE AND STATURE
'NINDB COLLABORATIVE PERINATAL STUDY, [959-1965

)

|
FIGURE 3 | )
l

BLACK PRIMIGRAVIDAS

PREMATURITY RATE (%)

25

n
O

o

o

|
|

| NN

D Mothe‘r's preconception weight low according to height

' Mother's preconception weight medium or highnfor height

_[ ‘under 15

Source:

', for Adolescent Mediciné, Los Angeles, California,

o [ 1
0 S I L b
I5-19 "20-24 25 or over .

AGE OF MOTHER

Henderson, M., Hebel, R. and Roht, L, Dimensions
of teenage pregnancy. Presented to the Society

May 9-11, 1973.

U




FIGURE 4
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Percent With three Or More Symptoms
by Age,Race and Sex
. Baltimore, Maryland, 1967

25

Ay

M
A

PERCENT WITH THREE
OR MORE SYMPTOMS
7

M7
M
Z

Source: Mules, Janet, et al. A population survey of
symptoms cmmmmdw?m of trensient ischenic
> . attacks.  Stroke | 2:119, 1971.




Figure 5 .- Age - Sex - Adjusted Cznsus Tract Prevelence
- -4 of High Blood Pressure by Median Education
“ ., Baltimore O_:\ 1971-1972 |
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FIGURE 6

Av_erage Height in Inches of Children
Aged 6-11 by Age, Race and Sex
United States ,1963-1965

60+
o -
L
6 55+
C =
z , |
- - 1 L white boys
5 —white girls
i . ~—negro boys
I 454 - —-negro girls
0 - ¢
6 7 8 9§ 10 1 12

AGE IN. YEARS

Scurce: ©National Center for Healgh Statistics. Height
and weight of children: socioeconomic status,
United States, ,Series 11, No, 119, Washington,
4 D.C., 1972, ' " .
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FIGURE 7

Mean Number of Decayed, Missing,

and Filled Teeth Among Dentulous
Adults by Race and Sex ‘
| Umted States 1962

3
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" NUMBER OF

hlte negro
MEN | - WOMEN

"Source: HNatioenal Center for Health Statistics. Decayed
missing and filled téeth in adults: United
States, 1900-1902, Series ll, No. 23, Washington,

- D.C:y 1957, —
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- Appendix A
Age~Adjustment Computation Procedures, Used for Table 1

The ratios of death rates (Black:white) fgr_the selected cities
shorn in Table 1 were computed by the direct method of. adjustment.
Considering one city at é 1ime, the age-specific dealh rates for each
teﬁryeér interval Between thie ages of 15 and 64 for each race were
_ applied to the total 1970 Ui.ited States posila*ion in the corres-

.ponding age interval. Sumning the dgaths fdr each race sepéraéely yielde&
the expecled number of deatl:.s betwéen the apes of 15 and 64 for Blacks'
and for whites. The samc procedure was uscd {cr each of the nine
selected cities. The cities were then grouped in threes from least
racial comparabilily in terms of employment_cata;éries (Birmingham,
Charlotte and Charleston) to most racial comparability (Baltimore,
Philadelphia and New York). The expecte:d deeths for each race wvere
then summed-for each of the three city sets. A ratio of the expected
deafhs was obtained by diviaing the age-adjustcl death rate for.

Blacks by the age-adjusted death rate for whites.




APPENDIX B

~

e

Number of Respondents in Transient, Ischemic
Symptom Survey by Age, Race and Sex ) ’

.- Baltimore, Maryland . o

1966
- ‘ AGE IN YEARS -
Disease Race, |. U45-54 | 55-64 | 65-74 | 75 and over. | ALL AGE3
: Sex : .
WM . 121 127 542 206 996
_ WF 189 196 797 409 1591 %
STROKE BM 427 345 213 .62 1047..
BF hyr - 346 246 83 11.22%
TOTAL 1184 1014 17§8 760 L756%
WM 121 127 542 - 206 996
. WF 189 196 797 409 1591*
HYPERTENSION  BM 427 345 213 62 1047 .
BF L7 346 ° 2u6 83 1122#%
TOTAL 1184 1014 | 1798 760 4755*

Source:

* FExcludes age unknown

.

. -

Mules, Janet, et al. A population survey of symptoms suggestive of
transient ischemic attacks. Stroke 2: 122, 19711

/

«




APPENDIX C
Number of Individuals for Whom Diasto;ic Blood Pressures were
Measured by Age, Race and Sex
.Social Security Administration
Bé;timore, Maryland
1969-1974
. Malev - Female
Age in Years _
Black White Qlack ) White
20-24 62 170 393 688
25-29 135 Couu | 8% - 834
30-34 .67 602 . 508 339
35-30 . 61 552 379. 197
oLl u2 iso | 333 213,
45-49 124 k327 | 275 h26
50-54 107 395 ' 226 563
55-59 . | . 55 Doz | s0 T g
6os6h | 3 7 oarTs 47 220
Source: _Sherwin3 R.,et al. Pefsonal'communication, August, 1974 .
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APPENDIX E
" “Number of Individuals Invited for Physical Examination
by Race, Sex and Risk Group

Baltimore, Maryland

e

196:7 H ) ‘\\ . . h “
’ Male " Female
Risk -Group — - - Total
Black White Black White | - ‘
Disease History _ ‘ , -
Stroke | 15 b5 | ks 51 -186
- Heart Disease -~ 37 23 57 - 48 || 165 -
; High Blood Pressure Lo 2l 67 58 189
§ymptoms of Cereﬁﬁql Ischemia ‘ .t*' - -
- ° . ; ~
1 or more focal 1 32 32 7| 41 . .38 143 -
3 or more-focal 64 Ly 99 , 109 - 316
« 2 diffuse o 35 3 | 66 60 | - 191
No symptoms of Cerebral Ischemia| 87 . 54 142 123 Lo6 S
TOTAL . - 340 252 | 517 487 1596

< ’

i

Source: Tonascia, Susan, Personal comminication, August, 1974. .
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